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I may see and hear in the course of the treatment or 
even outside the treatment in regard to the life of men, which 
on no account one must speak abroad, I will keep to myself, 
holding such things shameful to be spoken about. ^ 



Just how safe is your data? 


By Dr Tom Carnwath 

H ippocrates was definitely right. Our 
bodies and minds are private 
space, and those with privileged 
access such as doctors and priest- 
confessors must respect this privacy Our 
obligation to do so is laid out in the recently 
revised College Report on Confidentiality 
and Information Sharing (CR133), itself 
based on sources such as the Data 
Protection Act 1998, guidance from the 
General Medical Council and the 
Department of Health, the European 
Convention on Human Rights, the Human 
Rights Act 1998 and the Common Law on 
Confidentiality 

"All well and good," you might think. 
Indeed in many areas the confidentiality 


threshold has over time become higher, for 
example if you tangle with your local Ethics 
Committee, try to send an anonymised case 
history to the BMJ, or put someone’s 
address on the College website without 
sacrificing two goats to the gods of Data 
Protection. 

But from other directions our traditional 
confessor relationship is seriously 
threatened. The two main threats are 
unauthorised snooping as a result of 
promiscuous dissemination of data; and the 
obligation in certain circumstances to share 
information without consent to prevent 
various kinds of harm. 

Our data diffuses away from our case 
notes as our teams expand, to contain not 
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EDITORIAL 
COLIN DRUMMOND 


Addictions: attitudes 
and platitudes 

There is no doubt that addictions have 
the capacity to arouse passions, and 
spawn extreme attitudes and views in 
a wide range of people: from those 
who use addictive substances, to the 
politicians and policy makers, through 
to the person in the street whose main 
source of information on addiction is 
the tabloid press. 

Should cannabis be legalised? Is 
alcoholism self-inflicted? What should 
be done about heroin addiction? 

Should pubs be open 24 hours a day? 

Everyone has a view, often held 
and defended with great conviction. 

This can be a good thing, in the sense 
that addiction issues are seldom far 
from public consciousness, and as a 
consequence, can attract political 
interest and funding for constructive 
action. 

It can also lead to an amusing and 
lively debate on a taxi journey, and can 
temporarily distract you from the 
rapidly mounting fare on the meter. On 
the other hand, some extreme views 
arise out of a strong commercial 
interest in the subject or a desire for 
populist acclaim or votes. But, it is 
often those with the least knowledge 
and loudest voice that tend to 
influence public opinion and, as a 

result, influence 
political action. 
This can have 
serious negative 
consequences. 

Take the 
dethroning of 
Charles 
Kennedy, 
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NEWS AND VIEWS 


GMC Stapleford verdict 

THE GMC investigation concerning seven doctors from London’s Stapleford Centre, a private 
addiction treatment centre, dates back to 2004. The doctors faced an array of charges of serious 
professional misconduct in relation to clinical management and prescribing practices for 
patients with addiction problems. 

This very protracted case has reached an interim conclusion with a determination given by 
the GMC on the 24th March 06. The GMC has emphasised the importance of comprehensive 
assessment of the addicted patient, careful dose titration, and a coherent and comprehensive 
care plan that addresses all aspects of care of the person. The GMC has underlined that 
addiction treatment should involve much more than just prescribing, including taking 
responsibility for comprehensive mental and physical health assessment, careful follow up, 
caution in prescribing more than one drug, and taking steps to minimise the risk of diversion of 
drugs in all cases. The importance of liaising with general practitioners on aspects of care was 
also noted. 

A detailed ruling by the GMC gave explanations for all the charges proved against the 
doctors. For three of the doctors, the panel found that the facts proved in the case "would not 
be insufficient to support a finding of serious professional misconduct. The panel will 
reconvene, having heard any mitigation to consider whether they are guilty of serious 
professional misconduct in respect of those facts proven and whether any direction against 
registration needs to be made." The GMC is expected to make its final ruling on this case in the 
summer. 


How safe is your data? 
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only social workers and non-statutory 
agencies, but also ‘peer mentors’ and 
pharmacists linked by shared care 
agreements, whose assistants are too often 
best friends with our patient’s Aunt Edna. 

Data sharing agreements, passports to 
treatment and Caldicott guardians achieve 
much, but not enough. Computerisation 
brings further dangers, ending in the 
Orwellian nightmare of NpFit, for which the 
taxpayer will stump up £50 billion plus, to 
ensure that when I take ill on holiday in 
Skegness the local hospital will be able to find 
out immediately whether I am being treated 
for piles. 

Our data gets sucked up by NDTMS, and 
naturally police may want to use it to find out 
patterns of local drug consumption. It’s a 
good plan if postcode information confines 
itself to area rather than street or house, but 
in many districts the extent of this data- 
sharing remains an ongoing battlefield. 

CR133 states that circumstances where 
passing on patient information without 
consent can be justified include: a) where 
serious harm may occur to a third party; b) 
where a doctor believes a patient to be the 
victim of abuse; c) when without disclosure 
the task of preventing or detecting a serious 
crime by the police would be prejudiced or 
delayed; d) where a doctor has a patient who 
is a health professional and has concerns 
over that person’s fitness to practise; e) 
where there are concerns about child 
protection; and f) where a doctor is worried 
about a patient’s fitness to drive. 
Unfortunately, these are all everyday 


scenarios for addiction psychiatrists. 

But CR133 also states that each case 
must be considered on its merits - the test 
being whether the release of information to 
protect the public interest prevails over the 
duty of confidence to the patient. There is a 
public interest in sharing information, but a 
public interest at least as great in the health 
service maintaining confidence. This is 
because people at large desire and expect 
confidentiality; and because the trustful 
submission of a patient to treatment may 
itself be the best way of protecting the 
public. Our patients who commit crimes, 
neglect their children or drive dangerously 
have the best chance of changing their 
behaviour if they are not deterred from 
treatment by fear of exposure. 

Sharing information outside the NHS 
should never be automatic, but must follow 
careful evaluation of particular 
circumstances. 

My bias is towards confidentiality over 
public protection, and the medical role as 
confessor rather than agent of social control. 
If, after considering all the circumstances and 
taking the best advice, you remain in doubt 
about disclosure, I say "don’t disclose". The 
law will protect you, provided you write 
down your reasons. Keep in mind the 
rewards promised by Hippocrates: 

"Ifl fulfil this oath and do not violate it, may 
it be given to me to enjoy life and art, being 
honoured among all men for all time to 
come ." 

Better surely than a tawdry distinction 
award! 

Tom Carnwath is Consultant Psychiatrist in 
Addiction, County Durham & Darlington 
Priority Services Trust, and Member of the 
editorial committee for the Royal College of 
Psychiatrists’ report on Confidentiality and 
Information sharing (CR133)- 


Attitudes and platitudes 

highlighted in Sally Braithwaite's article 
in this issue. The debate surrounding 
this featured a shocking level of 
moralising and hypocrisy, and little 
recognition that he might have had a 
health condition in need of treatment. 

Is it any wonder that such problems are 
driven underground through ignorance 
and stigmatisation, such that 
appropriate help is often sought as a 
last resort? Meanwhile, two years after 
the publication of the Alcohol Harm 
Reduction Strategy for England we have 
no firm commitment to government 
action to improve availability of or 
access to alcohol treatment. 

Then we have lurches of policy on 
cannabis driven by the differing 
attitudes of successive Home Secretaries, 
leading to widespread public confusion 
about its health risks. Similarly, radical 
changes in alcohol licensing have been 
driven more by ideology and political 
lobbying, than by scientific evidence. 

More parochially, at SCAN we have seen 
examples of the simple minded 
application of central guidance, or even 
the tendentious interpretation of 
scientific evidence, having a profound 
and undesirable impact on the 
commissioning of addiction treatment 
services at a local level. 

So what is this all about? Of course 



"Cannabis policy is driven mostly by politicians' attitudes" 


decisions about the direction of policy 
are for policy makers, and the best 
science can hope to do is to inform the 
political debate. But there is also 
something harder to explain about the 
level of passion that addiction issues 
arouse, and the level of conviction with 
which people hold views on the subject. 
It is not unique to British culture, but 
there is clearly something lying deep 
within our collective unconscious: 
something that often arouses a 
puritanical, moralising self- 
righteousness, or less often, extreme 
libertarian laissez-faireism. 

Have you ever noticed that the 
conviction with which attitudes towards 
addiction are held, is inversely 
proportional to knowledge and 
understanding of the subject? Ignorance 
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and zealotry in this context often seem 
to go hand in hand. Try applying this to 
yourself. When you first came into the 
addiction field, did you believe you had 
a greater insight into what needed to 
be done than people who had been 
studying the subject for many years? 

Did you feel more passionately about 
your views on addiction than your 
senior colleagues? Did you believe the 
problem was much simpler than so 
called "experts" were suggesting? Were 
you attracted to radical treatments and 
policies for addiction? Looking back I 
have to admire the patience of my 
senior colleagues who listened to my 
latest pet theory on addiction or what 
needed to be done and then said 
"that's very interesting, have you read 
this?" Over time one discovers that 
addiction is much more complicated 
than one previously thought, and for 
most bright ideas one may have, they 
have usually been thought of, studied, 
researched, and rejected at least once, 
if not frequently, in the past century or 
more. 

So what can be done? It would be 
a sad day if the passion went out of 
debates on addiction. So addiction 
specialists need to put forward their 
views with an equal passion and 
conviction. At our disposal is a large 
body of research evidence and a long 
history of many failed, and a few 
successful, initiatives to deal with 
addictions. We need to study this and 
have it at our fingertips in any debate 
on the subject. But we also need to 
have a passion for enquiry. If there is 
something unknown, and there is no 
shortage of unknowns in the addiction 
field, we need to study it with an open 
mind. Think about it, study it, research 
it, and then teach it to others. The 
alternative is to abandon addiction to 
the world of ill-informed attitudes and 
platitudes, where no one benefits, least 
of all people who suffer from their 
addictions. 

• Colin Drummond, Editor 


"...something in our 
psyche that brings 
on moralising self- 
righteousness" 



Cocaine vaccines: can they help? 

WE are all still waiting for effective pharmacotherapy for cocaine misuse and 
dependence. Despite a wide range of drugs going through clinical trials, so far 
there is insufficient evidence to support the use of one intervention over others. 
But the advent of the cocaine vaccine may change all that. 

The vaccine encourages the development of an immune response to the 
cocaine molecule^. Normally the molecule is too small to elicit an immune 
response of its own. For the vaccine, the cocaine molecule is attached to a protein, 
rendering the size of the resultant structure much larger. This allows the body to 
effect an immune response - the antibodies produced target the cocaine site of this 
structure. The immune system is then provided with the armoury it needs in order 
to tackle the cocaine molecule in isolation. The attached protein is not required to 
be present in order to elicit an immune response. Therefore, when cocaine is 
found in the system the antibodies can attack, making the cocaine molecule too 
large to cross the blood-brain barrier to have its psychoactive effects. 

Phase I and II human trials have now been conducted primarily assessing the 
acceptability and safety of the vaccine23. The trials were small, but there were no 
serious adverse events, and the vaccines were generally well tolerated. 

So, how will these vaccines be prescribed? So far it seems that they will be 
primarily used in the maintenance of abstinence from cocaine use in dependent 
individuals. Treatment will be active for as long as a sufficient immune response is 
present to block or attenuate the effects of cocaine. Anti-cocaine antibodies remain 
in the blood for months. Exact dosing schedules are yet to be established. 

How does the future look for the development of this novel treatment? 
Following this recent work, there will be further studies with larger samples, 
designed to investigate the efficacy and effectiveness in human subjects. It is likely 
to be some years before this treatment could become routinely available for use in 
a clinical setting. Whether it makes it that far will depend on its trial performance. 

And what then? An era of vaccine treatment for drug use will certainly throw up 
a host of new ethical questions. Who will get this treatment and when? Will it be 
reserved for only those with severe dependence, or spread more widely to those 
with harmful use, or even, to vulnerable groups with no history of use at all? With 
new technologies come new dilemmas. If the cocaine vaccine makes it onto the 
market, clinical and ethical debates will begin. 

Dr Billy Boland, Clinical Lecturer in Addictive Behaviour, St George's, 

University of London 

Nekhil Shingadia, Medical Student, St George's, University of London. 
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INTERVIEW 


On academia and the neglected 
subject of adolescent addiction 
in England 

Meredith T. Mora, SCANbites Features Editor, interviews Professor Nana Crome, 
Director of the Keele University postgraduate Adolescent Addiction Studies 
course, and Clinical Lead for The Lock', a multi-disciplinary service in Stoke- 
on-Trent for young people with substance misuse problems. 


MM What is your opinion on the current 
state of academic addiction psychiatry in 
the UK^ 

IC We currently have three departments of 
academic addiction psychiatry - which 
employ psychiatrists, sociologists, 
psychologists and others who specialise in 
addiction. And these departments are not 
the only ones doing addiction research 
involving psychiatry So, this raises a 
fundamental question - what do we mean 
by ‘academic addiction psychiatry’? If we 
use it quite narrowly then can we include 
psychology and neuroscience? I believe it 
must be defined relatively broadly or we 
will miss out. 

Another problem is that there is no 
national research agenda for addiction. 
Australia is a good example of a country 
that has got its act together - it is focused 
with regard to addiction research. The lack 
of a research agenda in the UK puts us at 
risk of repetition, overlap and gaps. 

There’s a lot of overlap at times, and 
we also know there are huge gaps. There’s 
a need for much better ways to make the 
most of what are very scarce resources for 
addiction research. The UK university 
system can hinder collaboration, but 
despite this we need to work together to 
maximise research opportunities. We must 
work towards an increase in funding so that 
we can implement better treatment 
ultimately and compete internationally 

MM With the difficulties you describe, how 
do you think people can be attracted into 
academic addiction psychiatry? 

IC It must be resourced to be attractive to 
people. Fellowships in academic medicine 
would be one way forward. But resources 
are not the only factor. It’s essential to 
understand the possibility and potential of 
research. Academic addiction psychiatry 
rarely offers an immediate reward so you’ve 
got to have a passion for it, and you’ve got 
to see the purpose in the long term and be 
excited by discovering those little bits of 
knowledge that haven’t been established 
yet. 

MM So, people who are passionate about 
academic work will be attracted for its 
own reward, but how do they balance the 
academic and the clinical? 

IC In my view, colleagues are working far 


more than is good for their health. It’s not 
easy to achieve the clinical/academic 
balance or indeed a work/life balance. 
We’ve got lives full of service level 
agreements and evidence-based medicine 
which we have to tie up and package the 
whole time, sometimes in a very 
deterministic way 

Now, many of the demands placed on 
us appear to be bureaucratic, rather than 
what we went into medicine for in the first 
place - to provide optimal care for patients, 
and where appropriate, to bring hope and 
faith. We mustn’t forget that, in our 
practice and in our academic work. I think 
that’s becoming lost, not because we don’t 
retain our humanity but because it’s very 
difficult to hold on to that amongst all the 
stresses. 


MM In addition to your academic work, 
you're known for your work with young 
people with substance misuse problems. 
There Tnay be more interest in this work 
now but I understand it has been very 
difficult for doctors to get experience of 
working with this patient group. How did 
you come to work with young people? 


IC Eleven years ago my husband was 
offered a job at Keele University The 
addiction consultant post available in Stoke 
was mainly for alcohol, but the drug service 
at that time was asking for help with young 
people. I said "OK." I didn’t tell them at 
that point that I had never treated 
adolescents and that in fact, I was quite 
fearful of them - especially those with an 
addiction problem! I didn’t know what 
they would be like, but I decided it would 
be good to do something a bit different. 

The alternative was 20 years more of 
adult addiction psychiatry - which was OK, 
and I never thought it would be any 
different, but having an option that was off 
the beaten track was attractive. Also, my 
curiosity was aroused because at the time 
people were saying, "Oh, it might just be a 
local phenomenon, and it’ll go away" 

People didn’t believe addiction in young 
people was a serious problem. I think I 
wanted to see if that view was right. Clearly, 
it has not gone away, and more and more 
we see it, both in prevalence and in severity 

MM Given the need, there must be a 
demandfor services for young people? 

IC It’s a battle to get these services started. 


“...every week 
there was a 
patient’s story 
that amazed 
and alarmed 
me.” 



and a struggle to retain and develop them 
in concert with the level of need. I would 
never have envisaged the extent of some of 
the problems we see. I remember when I 
first started I thought "Gosh, I’m not going 
to be as surprised by anything as I was this 
week." But I tell you, every week there was 
a story that amazed and alarmed me - and 
it’s still the case. We’ve seen so much and 
yet there are still those cases that go 
beyond the levels of deprivation and 
desperation that we’ve seen previously A 
lot of under-18s who are dependent drug 
users are in very difficult relationships. 
There is a high level of pregnancy amongst 
the girls and often their relationships are 
with much older men. 

Quite often, there are generations of 
misuse - parents and grandparents who are 
drug users. Talk about a lifespan approach! 
We’re also finding that desperate parents 
and grandparents will give money to the 
young person for drugs or give them their 
medication in the hope of ameliorating the 
damage. Often the family have difficulty 
coping and in order for interventions to 
have an effect, they must include the family 
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unit - we’ve got to think more widely than 
just the presenting young person. 

MM So what are the elements of an ideal 
service for young people? One element 
must be links to paediatricians, family 
therapists, social workers, psychologists, 
physicians, GPs? 

MM A young person’s drug service must be 
comprehensive. You’ve got to be able to 
draw on these other professions and make 
appropriate referrals knowing that they will 
be picked up at the other end and dealt 
with in the right context - it’s more than 
liaison - it’s joint working. Interestingly the 
focus is too often on the drug problem 
with young people and this misses the 
many physical problems and mental health 
problems that we see and the challenges 
these present. Even in the NTA document, 
it’s just not emphasised sufficiently 

What do you do when a young person 
presents with serious physical problems 
like jaundice? A lot of them are very 
underweight, a lot also have health 
problems we can’t detect immediately but 


we’re not in a position to be able to screen 
for them. The guidance documents for 
young people’s services need to consider 
physical harm far more and advise more 
around joint working. 

MM Isn't it true that young people are 
more susceptible to physical harm from 
drug use than adults? 

IC Maybe, but I don’t think we know 
enough about physical and psychological 
development as it is affected by addiction - 
it’s simply a black box. So there’s always 
that caution in our minds that much of 
what we do is drawn from the adult 
addiction world. The evidence base is 
adapted and adopted, but not really tested. 
There’s a great need for more research on 
young people, particularly around the 
psychopharmacology, which is where the 
work of someone like David Nutt is so 
important. We’re doing our best but we’re 
prescribing to young people using adult 
protocols. Practice needs to be evaluated, 
and you need to have robust systems to 
evaluate rather than assessing the sub- 
optimal and then concluding that the 
intervention doesn’t work. 

MM Tell me about the lifespan approach. 

IC With adults, when you look back and 
explore their early years, often the 
substance misuse problem began in 
adolescence, so that is another reason to 
focus on the adolescent years and develop 
services that treat these problems earlier. 

So, even from a very deterministic cost 
benefit analysis, it is well worthwhile to 
address substance misuse early on and to 
direct the young person to other services 
they may need. We’re as much advocates 
as anything else in our service provision. 
We are highly specialised, but we must be 
closely allied with mainstream services. It’s 
a bit of a patchwork, a tapestry and there 
are different models that we need to 
identify and test. 

MM What are your hopes for the future for 
young people’s services? 

When you see some of these children and 
their families and how they’re wrestling 
with not just drug dependence, but many 
other impossible life situations, you can’t 
help but have immense admiration for 
them. In conventional terms they might 
not be successful, but they’re often trying 
as best they can every day 

They deserve the help, but largely 
they’re not getting it. In our service and 
many other services, there is a lot more to 
do, and it needs the commitment of the 
NTA and the Department of Health. It can 
be a vicious cycle because you need the 
evidence in order to get more resources, 
but if you don’t have resources you can’t 
build up the evidence. I’d like to see a lot 
more investment and commitment. I’d 
like to see a coherent young people’s 
treatment agenda. 


The numbers game 


For those of you who may have missed it, this spring sees a 
transition in how services report to the National Drug 
Treatment Monitoring System (NDTMS). 

AS many of you will be aware the purpose of NDTMS is to obtain 
accurate treatment activity, which is used to identify how services 
are performing. Many services will have been planning for the 
changeover for months, yet the submittion of Core Data on a 
monthly basis will be mandatory from April, 2006. For more 
information on the new requirements visit the NTA website. 

The Core data set has been designed to ensure that services 
report monthly on the basic information required to allow the 
Public Service Agreement (PSA) and Local Delivery Plan targets to 
be monitored. As of April 2006 there will also be a new system 
employed to monitor waiting times using NDTMS rather than the 
current system of self-reporting. This data will be available at 
various levels including providers of services, DATs, Strategic Health 
Authorities and Region. These Key Performance data can now be 
viewed online at www.ndtms.net/. 

Annual data will still be published. We took a sentimental 
look back at some of the previous data to see what it might tell us 
about last year's reported activity on NDTMS. At the end of 
October 2005 the NTA published the number of drug misusers 
who received structured (or specialist) drug treatment in 2004/05. 
As the NTA also publishes a list of all those agencies who report to 
NDTMS we identified some interesting regional trends in the 
number of drug misusers and services providing treatment. 



Numbers in treatment 

No. of 

Avno. 


2004/05: receiving 
structured (or specialist) 
drug treatment 

services 

per service 

North West 

33,736 

154 

219.1 

East Midlands 

12,141 

67 

181.2 

East of England 

12,571 

89 

141.2 

Yorkshire & Humber 21,178 

150 

141.2 

West Midlands 

15,905 

125 

127.2 

South West 

16,852 

142 

118.7 

London 

27,692 

245 

113.0. 

South East 

15,892 

165 

96.3 

North East 

9,474 

172 

55.1 

England 

.165'441. 

1,309 

126.4 


Clearly the numbers captured in treatment varies across regions as 
does population levels and prevalence of drug misuse. However, 
the published data for the most captured region (North West) 
states that approximately 60% of the estimated number of all 
problematic drug misusers in the region received treatment in the 
year^. The rate for the North East was around the same (57% of 
estimated problem drug users^), which suggests the prevalence in 
the North West is almost three times greater than the North East 
yet they have fewer services. Of course we are unaware of the 
size, coverage of services and as to whether the service also has to 
cater for alcohol misuse. 

The picture that emerges raises more questions than answers 
and suggests that the capacity in a given area is more complicated 
than 'hard' targets such as actual numbers and waiting times. As 
the treatment effectiveness agenda is rolled out we can only hope 
that the measures used to assess the impact of these initiates and 
reported to NDTMS reflect the true ethos of effectiveness in 
relation to drug misusers, rather than simply monitoring time and 
motion. 


r N 
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Trust, and SCAN SpR. 



Dr Anshuman Pant, Locum Consultant 
in the Mental Health Assessment and 
Home Treatment Team, Hillingdon PCT 


Press gang policy? 


Get your feet wet first... a locum 


ARE public and press attitudes to addiction inconsistent? Is there any 
link with ambivalent public and press opinion and at times 
contradictory government policy - especially with reference to those 
with alcohol problems? 

With the release of the latest Government figures in November 2005 
from the Department of Health on the likelihood or to be more 
precise, unlikelihood of receiving NHS treatment if you are a problem 
drinker, one could be forgiven for wondering. 

Figures from the Public Health Minister show that on average only 
1in 18 alcohol dependent drinkers are able to access treatment 
services. Geethika Jayatilaka, the Director of Policy and Public Affairs 
at the charity Alcohol Concern called upon the Government to make 
alcohol services the priority they so urgently need to be. She 
highlighted the worrying regional variations in availability in 
treatment with fewer than 1 in 100 problem drinkers accessing 
support services in the North East of England. 

In addition, since the beginning of this year, many medical 
professionals including the late George Best's liver specialist. Professor 
Roger Williams, have received significant media coverage warning all 
of the perils of alcohol misuse and the increasing rates of cirrhosis in 
younger people, whilst at the same time the British public are all living 
the reality of Government endorsed 24/7 drinking - brought in amidst 
serious concern from the medical, legal and other professions whose 
members are now left to deal with the aftermath of these new 
policies. 

Economic costs to society from alcohol misuse are estimated at 20 
billion pounds per year in the UK. In addition, while in the past 
twenty years France and Italy have more than halved their alcohol 
consumption, it has doubled in the UK. 

At the same time, the British public also continues to be 
bombarded with lurid press coverage of well-known figures and their 
addiction problems. Since the news broke in September 2005, Kate 
Moss has been swiftly demonised then miraculously rehabilitated in 
the space of a few months by the industry that employs her. 

However, Charles Kennedy appears to have had no such luck. 

After manoeuvring the Liberal Democrats from the previously defunct 
state it was in when he became leader, to the more viable party it 
became following the last general election, Westminster's worst kept 
secret was finally let out of the bag before the New Year was in. After 
his own party gracelessly stabbed him in the back before ousting him, 
there has been no similar press interest in Kennedy's health or how his 
own personal rehabilitation is going. Addiction and the complications 
that tend to accompany it, highlight the issue of human frailty and 
vulnerability in us all. In addition, given the well-known drinking 
culture at Westminster - it takes a brave politician to be sanctimonious 
about another's consumption and one suspects that Charles Kennedy 
is neither the first nor the last politician to have an alcohol problem. 

It may be that the public and the press still believe that, as did the 
early Prohibitionists, there is a large component of moral weakness 
and turpitude in those that succumb to alcohol addiction. They may 
not truly understand it as a psychological and medical condition that 
an individual can recover from with treatment and personal 
motivation. 

If so, in addition to calling on the Government for more treatment 
for those with alcohol problems, further balanced public education 
about the nature of alcohol problems should also be considered to be 
important if sufferers are not only able to access help but be also 
treated with consistency and humanity. 


W hen my 

consultant asked 
me if I was 
interested in a 3 
month locum consultant post, I 
wasn't sure if I should go for it. 
At that time I was well into my 
4th year of dual training and 
was working as an SpR in the 
North Camden Drug Team, and 
I was content. However, I 
eventually decided it would be 
a challenging step and a 'test 
run' for a permanent career in 
addiction. 

The job was based at the 
Margarete Centre in North 
Central London. As lead 
clinician, I was responsible for 
supervised schemes, 
community-based initiatives, 
detoxification and 
rehabilitation services, homeless 
services, criminal justice services, 
shared care services, and black 
and minority ethnic (BME) 
services, the area having a 
significant Bengali community. 

If that wasn't enough, there 
were all those meetings I was 
required to attend... 

Fortunately, the team was 
enthusiastic and motivated and 
managed their caseloads well. 
The CJIP/DIP worker was very 
experienced and we never had 
any problems in meeting the 
deadline of two days from 
referral to commencement of 
treatment for the DTTO clients. 
The quarterly client reviews 
were done by the caseworkers 
who would then present them 
in the team meetings. As the 
doctors did these reviews in my 
previous post I was slightly 
nervous with this arrangement 
at the outset, but I saw the 
more challenging patients and I 
found the system actually 
worked very well. 

At the time, the Centre was 
not offering substitute 
prescriptions of buprenorphine 
(this was only offered towards 
detoxification). I saw this 
situation as untenable given 
that Bengali clients in particular 
disliked methadone mixture 


(and there was hardly any risk 
of injecting in this client 
group). Indeed, an elder from 
the Bengali community stated 
that one of the reasons their 
young men with opiate 
dependence don't seek our 
help is because addiction is a 
huge stigma in the community 
and carrying bottles would not 
only make the users 
conspicuous, but it also 
reminded them of the crude 
opium mixture that is widely 
available in the subcontinent. It 
was subsequently agreed that 
clients could be prescribed 
buprenorphine on a case-by- 
case basis. 

During my short tenure, I 
managed to participate in 
various committee meetings, 
gaining valuable insights into 
service development, planning 
and policy making. One 
example was a Strategic 
Management Group meeting, 
where I learned that one of the 
parameters for the Trust star 
ratings was for the overall 
patient group to reflect the 
actual population of the area, a 
measure of access for all 
members of the community. I 
realised that changes such as 
the prescribing of 
buprenorphine, could have 
important implications at Trust 
management level too. 

I attended the London 
Drug Dependence Consultants 
Group meeting, where I 
learned that street heroin was 
60% pure, as opposed to street 
amphetamine which was only 
6%. So, the patient I had seen 
the other day using 2gms of 
amphetamine was probably 
taking 120mgs of 
dexamphetamine equivalent. I 
also learned that although 
street methadone was available 
largely due to diversion, most 
of the illicit benzodiazepines 
were not, the majority being 
smuggled from my home 
country (indeed, due to lax 
patency laws, there are well 
over 100 companies making 
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consultant experience 


products with diazepam and 
alprazolam in India). Lecturing 
to pharmacists in a Society for 
the Study of Addiction 
workshop was also a valuable 
experience. 

Overall, my time as a locum 
addiction consultant was 
fantastic. Most certainly, the 
locum experience helped me to 
choose my career path, and also 
to secure my current position as 
consultant in Leicester. I highly 
recommend a locum job for all 
SpRs who find themselves in 
the last year of their training 
but still undecided. However, 
this recommendation does 


come with a warning: check 
with the College at the outset 
to ascertain if the locum 
experience will count towards 
your training. During 
shortlisting for my consultant 
job, I was initially told that I 
may not be eligible because I 
only had 10 months Addiction 
SpR experience, while the 
College requirement is one year 
(overseas addiction experience 
does count). This was easily 
sorted as my Consultant had 
continued to supervise me in 
the post. However, do 
investigate this before 
proceeding! 



5th Annual Addiction 
Psychiatry Meeting for 
specialist registrars and 
newly-appointed consultants 
in addiction psychiatry: 

8/9 June, Manchester 


Preparations for the Fifth Addiction Psychiatry Conference for SpRs 
and newly appointed consultants are progressing well. There has 
been a lot of interest in the event, which promises to be both 
stimulating and enjoyable. The conference will take place on 8 and 
9 June at The Novotel in Manchester City Centre. We couldn't ask 
for a better location and the hotel suits our needs perfectly. The 
conference dinner will be held at a nearby restaurant, which has a 
varied and modern menu. 

Last but not least: the programme, which is in final draft now. 
The topics are very much SpR and new consultant-focused. The 
programme is varied, and there is an emphasis on topics of a 
practical nature relating to the transition between trainee and 
consultant. A number of topics relate to innovative service 
delivery, such as establishing dual diagnosis and 
tier 3 stimulant services. Other topics include 
the obstetric care of drug users, the first - . 

consultant job and feedback from SCAN's 
SpR survey. 

Whet your appetite? Good! Book 
now to avoid disappointment. 


Dr Jeffrey Fehler, SpR in Addictions, North 
West Hertfordshire Community Drug and 
Alcohol Team, and Chair of the SpR 
Network. 




Rehashing the hash laws 

Plus qa change, plus c'est la meme chose 

Dr Clementine Maddock, Specialist Registrar, Maudsley Hospital, London, and 
SCAN SpR 

SO, cannabis is not going to be reclassified; that is, reclassified again. It will remain a 
class C drug. The misuse of drugs act, 1971, classifies substances on the basis of their 
"harmfulness to individuals and society" with class A e.g. cocaine, heroin, and ecstasy 
being deemed most harmful and thus having the strictest penalties and class C less 
harmful. There are obvious tensions within such a system that has to balance 
individual liberty, individual risk to health, and wider harm to society. This is a delicate 
path where Angels may fear to tread, but not so David Blunkett, then Home Secretary, 
who commissioned the Advisory Council on the Misuse of Drugs to report on the 
classification of cannabis in 2001. This report, published in 2002, concluded "current 
classification of cannabis is disproportionate in relation both to it's inherent toxicity, and 
to that of other substances (such as amphetamines) that are currently within class B".^ 

However, this summing-up was not without precedent. In 2000, The Police 
Foundation produced a report. Drugs and the Law, which also advised that cannabis 
be reclassified from class B to C "a recommendation first made in 1979 by the 
ACMD"2. The Police Foundation noted: "By any of the main criteria of harm- 
mortality, morbidity, toxicity, addictiveness, and relationship with crime- it is less 
harmful to the individual and society than any of the other major illicit drugs, or than 
alcohol or tobacco... Our conclusion is that the present law on cannabis produces 
more harm than it prevents... It criminalises large numbers of otherwise law-abiding, 
mainly young, people to the detriment of their futures." 

The stage was thus set for the regrading of cannabis from a class B to a class C 
drug, which took place in January 2004. This did not take place without controversy; 
the former chief constable and "Drug Czar" Keith Hellawell resigned over the issue on 
Radio 4's "Today" programme, citing concerns that reclassification would give the 
wrong message over the safety of cannabis. Fast forward to 2005 and there is a new 
face at the Home Office, Charles Clarke, who appears to have sympathy with this 
viewpoint stating: "Many people wrongly interpreted the reclassification of cannabis to 
mean that cannabis was not harmful and that its use was acceptable and even 
legal"^. 

New research investigating the link between psychosis and cannabis was 
published following the ACMD's 2002 report and in March 2005 Mr Clarke asked the 
ACMD to reconsider the classification of cannabis in the light of this evidence. This 
included Arsenault and colleagues' 2004 paper that examined the five prospective 
studies linking cannabis use and psychosis, and concluded "cannabis use confers an 
overall twofold increase in the relative risk for schizophrenia"4. A sub-group are 
particularly vulnerable and one mediator may be genetic risk factors. Caspi and 
colleagues have identified a polymorphism in the COMT gene as a potential mediator 
for the increased risk of subsequent psychotic illness following cannabis use^. 

After considering the new evidence, the ACMD recommended retaining cannabis 
as a class C drug^. Indeed, some members of the ACMD were so concerned that their 
advice would be "ignored" that they threatened to resign, according to the 
Guardian^. Ultimately, Mr Clarke decided to keep the status quo and so cannabis 
remains a class C drug. 

So, no change? Well, Radio 4 has devoted an hour long You and Yours special to 
this issue and a fortuitous public health campaign has taken place in the media on the 
effects of cannabis on mental health. Mr Clarke has promised a Government 
education campaign, treatment for cannabis dependent clients, and more research 
into the links between cannabis and mental health. Oh, and a review of the drug 
classification system. Plus c'est la meme chose? Maybe not. 
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TRAVELLING FELLOWSHIPS 


ETHICS 


Scan Travelling Fellowships in Service 
Innovation: the English experience 


We thought we would start this article by addressing the issue on everyone’s lips... "Why did 
they go to London and Dorset and not New York, Paris, Sydney..." Well besides the fact we 
didn’t realise the budget was so generous, we didn’t think we could go to an exotic 
destination without bunking off every day! We applied for the fellowship, as we wanted to 
gain experience of service provision in in-patient units. There are no in-patient addiction 
units in Oxford, although there are still a few left open for general adult services! We also 
wanted to see how different addiction services are structured and to visit areas with ongoing 
research. I think anyone out there who is interested should get applying, as this fellowship is 
bound to escalate in popularity due to its ease of application and generous financial support. 


I (Arabella) visited Bournemouth and Poole; 
the visit was organised over 3 days. I had a 
chance to visit the in-patient unit, all three 
community team bases and to visit all the key 
players in the addiction service. Interestingly, all 
teams function very differently: Bournemouth 
is a GP led team, which treats primarily opiate 
users, whereas Poole and South East Dorset are 
consultant led and treat both alcohol and drug 
use patients. I was very impressed with the 
alternative therapies and specialist groups e.g. 
the women’s group available in Poole, which 
appears to have improved engagement. Psycho- 
pharmacologically there were local differences 
in accepted methadone dose prescribing and a 
complete lack of financing/prescribing of 
buprenorphine! 

We both visited Marina House and the 
Institute of Psychiatry for one week. Again our 
visit was nicely choreographed so that we 
maximised opportunities to see as much of the 
service as possible and even managed to fit in 
the RIOTT (injectable heroin trial) launch 
party! It was a great opportunity to witness the 
supervised injectables clinic, and see how this 
can be useful in reducing harm. We were 
amazed by the size of this five-borough service 
and how all the staff appeared so in control of 
such a huge number of geographically distant 
addiction patients. The specialist combined 
social services/obstetrics/addiction service for 
pregnant women at St Thomas Hospital was an 
example of service development, which 
appeared to really make a difference for 
patients. 

Finally, we both visited St George’s 
addiction service for 2 weeks. As this service is 
split into a separate drug and alcohol service 
we spent a week with each! The alcohol service 
is for people with severe alcohol dependence 
and offers community or inpatient treatment 
with the appropriate assessments and support 
leading up to this and organisation of aftercare. 
This has interestingly developed due to the 
adequate support offered by non-statutory 
organisations in the area for all but 
programmes for the more severely dependent 
people. The service is therefore well 
boundaried with a large throughput of patients 
and inevitably some repeated attenders. The 
drug service was undergoing change during 
our visit with staff changes and ward 
redevelopments. However, we were able to see 
change in progress and gained a useful insight 
into the political struggle to effectively manage 


and treat drug using patients. 

Having had a very varied and successful 
exposure to different addictions services we felt 
we should give you bullet points to summarise 
the highlights of the whole experience. 

■ Open access clinics at Marina House allowed 
the fast tracking of priority clients (pregnant, 
sex workers, high risk injecting, and recent 
prison release) 

■ How to efficiently use audit to 
develop/protect addiction services 
(especially at the alcohol services at St 
George’s) 

■ Generic drug and alcohol team nurses 
developing special interests (well developed 
in Poole) 

■ Witnessing the ongoing research projects in 
both St George’s Hospital and the Institute 
of Psychiatry (we have been sworn to 
secrecy regarding the content of these 
projects!) 

■ Inside information from national experts in 
the field who gave us historical and personal 
accounts of the development of addiction 
services in the UK. 

We hope this doesn’t sound like an acceptance 
speech for an Oscar but we would like to thank 
our consultants Dr Andrew McBride and Dr 
Gail Critchlow who have allowed us to 
generously take all this time away from Oxford 
and to SCAN for their fellowship. Our visits 
were kindly organised and many thanks to the 
following people: Dr Philip Evans, Dr Nick 
Lintzeris, Dr Judy Miles, Prof Colin Drummond 
and Dr Billy Boland. One question we would 
like to ask is can we apply for a second 
fellowship... we have a few ideas??!! 


Dr Arabella Norman-Nott and Dr Haitham 
Nadeem, Specialist Registrars, Oxfordshire 
Mental Health Trust 




1. A prescribing dilemma 

A client of ours is a foreign national who 
returns home every couple of years to 
his country of birth to visit his family He 
is very stable and we have been happy 
on clinical grounds to give him a holiday 
prescription of methadone. However, 
he lives in a country into which 
methadone cannot legally be taken - or 
so we understand. 

Ordinarily we would endeavour to 
arrange for the person to have the 
methadone dispensed by a drug service 
in his country of origin. He has declined 
this offer because he lives in a small 
village and the local clinic is not nearby 
and he fears that his drug problem 
would become public knowledge in his 
village if he started picking up 
methadone over there. Instead he has 
asked for an export licence from the UK 
Home Office and has taken the 
medication with him - at his own risk, 
knowing that it could be confiscated by 
customs on arrival. The last time we 
applied to the Home Office for an 
export licence and we told them where 
he was going. They said we needed to 
consider our position very carefully as 
we were knowingly giving a controlled 
drug to a client who was taking it into a 
country where importation was 
forbidden. They implied that we might 
be considered complicit in this act. 

Therefore, should we deny methadone 
to a stable client who simply wants to 
visit his family? For him the alternative 
was not to go at all - which seems 
unreasonable. Should we insist that he 
picks up his medication over there - is 
patient choice an option here? Or assist 
someone in breaking the law of a 
foreign country? If prescribing options 
are available in the foreign country this 
might seem a reasonable solution, but 
what if they are not? E.g. a British 
citizen visiting family in the US. 

Consultant psychiatrist in addiction 
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In this new series on the Ethics of Addiction Treatment, we ask SCAN members to send us knotty ethical 
problems and we then find experts brave enough to offer to solve them. 

The first ethical problem in the series concerns prescribing controlled drugs for people planning to travel 
abroad... 


This is a problem many of us come across often, especially when 
the clinic is understaffed in August and especially on Christmas Eve! 

How do I decide whether to give take-aways, especially if the patient is 
going abroad? The client given in the example is stable but what do we 
mean by stable in this situation? I want to be able to see that a client is 
low risk for overdose and that the drug would not be diverted. Usually a 
client should not be using on top of a prescription and this should have 
been documented by some objective testing. I would probably tolerate a 
small amount of regular on top use as long as they were attending their 
appointments and otherwise making progress in treatment. Any polydrug 
use should be minimal and low risk and I would not give take-aways to a 
client who drinks heavily. I would also expect a client to ask in a reasonable 
way by, for instance, giving his keyworker enough time to arrange the 
prescription. 

Take-aways have their clear benefits: as in this case they allow a client 
to visit family and improve their integration into family life. They may 
enable a client to make work-related trips away. Because take-aways are 
attractive, they can be used as a way to shape other behaviour, for 
instance, offering them as a reward for attending appointments regularly. 


The doctor has to consider the practicalities. A daily dose of lOOmg of 
methadone mixture Img in 1ml for 14 days in 1400ml of liquid. This may 
be impractical for some journeys, especially those abroad. 

Once the doctor has decided that the take away is safe and beneficial 
to give, is the doctor really breaking the law to give a client medication to 
take into a country where it is illegal to import it? Once medication is 
dispensed to a client is it their responsibility to look after it or does any of 
the responsibility remain with you as the prescriber? If you warn them (and 
record it) that they may be committing an illegal act and that the 
medication should not be taken into a particular country then are you no 
longer responsible? Is it the client's risk or yours? As far as I am aware this 
has never been tested in court and in my career I have never known a 
client, or indeed a prescriber, to be caught out. It is yet another of those 
dilemmas for the addiction psychiatrist where the law has not yet come up 
with a useful answer. 

Dr Emily Finch is a Consultant Psychiatrist in Addiction for the South 
London and Maudsley NH5 Trust and is Clinical Lead for the NTA Clinical 
Team. 


) As is the case with any controlled drug, users in receipt of a 
I prescription for methadone can travel abroad with their supply. 

A Home Office licence is not necessary for amounts of methadone 
under 500mg although the Home Office advise travellers to carry a "To 
whom it may concern" letter from the prescriber indicating that they are 
in possession of the drug for legitimate medical purposes. 

For amounts of methadone over 500mg a Home Office licence is 
required. The prescriber must write to the Home Office stating the name 
and address of the person, the strength, form and quantity of the drug 
and daily rate prescribed. The prescriber must also state the person's date 
of departure and return. 

Whilst there is nothing laid down about the maximum amounts that 
can be taken the Home Office advises that each case is treated on its 
merits. 

The licence enables the patient to take the drug out of the UK and to 


bring any surplus back in. The licence, however, has no validity abroad 
and it is, therefore, important that the traveller checks with the Embassy 
or Consulate before departure that the country/countries to be visited will 
allow entry. 

In the given case, it would be irresponsible to allow the traveller to 
enter his country of origin with methadone in the knowledge that 
carriage of the drug into that country is illegal. The Home Office would 
not issue a licence in such circumstances. It is clear that prescription of 
methadone can be arranged once the traveller has arrived at his 
destination and despite his desire to not obtain the drug in this manner 
due to the possibility of it becoming public knowledge it would appear 
the only plausible and legal option. 

Spokesperson, Licensing Section, Drugs Legislation Enforcement Unit, 
Home Office 


—^ J Methadone is a Class A drug (Schedule 2, Misuse of Drugs Act 1971) 
and the substance is also specified in schedule 2 of the Misuse of 
Drugs Regulations 2001. Methadone may only be supplied and used in 
accordance with the provisions of the MDA and the M.D. Regs. 2001. The 
strict legal position is that the drug may not be exported from the United 
Kingdom without an export licence (see s.3(2)(b), MDA 1971). The 
procedure for obtaining a licence is straightforward. However, the strict legal 
position is tempered by an informal set of rules and guidelines issued, and 
applied, by the Home Office (the H.O. Licensing Section is very helpful). A 
licence is essential if a person is travelling abroad with more than 15 days' 
supply or 500mg of methadone. United Kingdom customs officers may 
permit a methadone user to export a lesser amount of the drug if he/she is 
in possession of a "to whom it may concern" letter, written by the 
prescribing doctor, which particularises the user's name and address, the 
quantity of methadone, the strength and form of the drug, date of travel 
from the United Kingdom, and the date of return. 

It must be stressed that the guidelines do not have the force of law: 
they are not embodied in a piece of primary or secondary legislation (e.g. 


statute or statutory instrument). In any event, an export licence does not 
and cannot authorise the importation of any controlled drug into a foreign 
state. The burden is on the methadone user to ascertain, prior to departure, 
whether he/she may lawfully import the drug into the 'host' state, and to 
establish the circumstances in which methadone may lawfully be used there 
(if at all). There are some 50 countries that permit the use of methadone in 
the treatment of opiate addiction: see The Travel Resource Center: 
www.indro-online.de. Practitioners/advisers ought not to act in a manner 
that infringes the laws of a foreign state: laudable motives might not 
amount to a good defence! It will often not be easy for practitioners to 
establish what the law is in a given country, but it should not be assumed 
that acts performed in the United Kingdom could not be justiciable abroad. 
Applying a degree of common sense is not an unreasonable approach. For 
example, misstating the contents of a bottle containing methadone is not 
advisable. 

Rudi Fortson, Barrister (author of the Law of the Misuse of Drugs, Offences 
and Confiscation (5th ed, 2005, Sweet & Maxwell). 
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RC PSYCH REPORT 


The Addiction Psychiatry Services Project 

A study of the roles, responsibilities and activities of consultant addiction psychiatrists in England 


Dr Mary Alison Durand, Prof. Paul 
Lelliott, Prof liana Crome and Nick 
Coyle, Royal College of Psychiatrists 
Research and Training Unit 


Background 

Little is known about the nature and 
extent of the professional activities of 
consultant addiction psychiatrists. 

The main aims of the Addiction 
Psychiatry Services Project (APSP), 
which was funded by the Department 
of Health, were to determine the 
number of consultant addiction 
psychiatrists in England and to 
describe their roles, responsibilities, 
working arrangements, commitments 
and views about key issues for the 
specialty and its future. It had a 
number of secondary aims. These 
included description of the services 
that employ consultant addiction 
psychiatrists, the groups of clients 
with which these services work and 
whether these match the consultants’ 
views about which should have 
priority. 

Methods 

Beginning in 2003, APSP had three 
stages and the work was 
underpinned by a review of the 
relevant literature. Stage 1 was a 
mapping exercise to identify 
consultant psychiatrists working in a 
specialist capacity with patients with 
substance misuse problems. This 
drew on multiple sources including: 
the Membership list of the Royal 
College of Psychiatrists’ Addictions 
faculty, medical directors of English 
mental health trusts, commissioning 
committees of Drug/Alcohol Action 
Teams and via the Specialist Clinical 
Addiction Network to its emerging 
membership list. 

Stage 2 comprised ten in-depth 
interviews and two focus groups with 
consultant addiction psychiatrists. 

The results of this, together with the 
literature review, informed the 
content of the questionnaire that was 
used in Stage 3, a postal survey of 
those identified through the mapping 
exercise. Care was taken to ensure 
that questions did not unnecessarily 
duplicate those used in the survey 
undertaken by SCAN. 


Findings 

The mapping exercise identified 336 
psychiatrists working in some capacity 
with patients with substance misuse 
problems; of these 126 were 
consultant addiction psychiatrists. 
Taking account of numbers of 
sessions worked, our best estimate is 
that, in 2004, there were 103 whole 
time equivalent (wte) consultant 
addiction psychiatrists working in 
England. Eighty-five consultants 
(6796) responded to the survey (their 
mean age was 46 years and two-thirds 
were men). The 70 consultants (8296 
of the total) who were full-time 
worked an average of 47 hours a 
week. 

The mean age at which 
consultants intended to retire was 60. 
Based on this, the anticipated rate of 
loss of the existing cohort was 7.4 wte 
per annum. Eighty-two respondents 
(9796) worked for NHS trusts that 
managed a specialist addiction service. 
Only one-tenth reported working any 
sessions in an alcohol service and 
none reported working in a specialist 
smoking cessation service. A high 
proportion of consultant time was 
committed to in- and out-patient 
provision and forms of shared care 
(e.g., with community mental health 
teams). Less time was devoted to the 
provision of outreach and 
rehabilitation services. 

Virtually all of the consultants 
worked in multi-professional teams. 
For more than two-thirds, these teams 
comprised workers from six or more 
types of background; such as nurses, 
social workers, psychologists, GPs, 
counsellors and voluntary sector 
drugs workers. Consultants enjoyed 
teamwork and professed to having a 
high regard for the skills of colleagues 
from other disciplines. Most 
considered themselves to be an 
indispensable member of the team 
and believed that they were best 
suited to play a leadership role by 
virtue of the breadth and depth of 
their training and experience. 

The main activity of consultant 
addiction psychiatrists was direct 
clinical work and the great majority 
agreed that they should see mainly 
the most complex cases; such as those 
with co-morbidity A substantial 


minority felt that they spend too 
much time on what might be broadly 
termed ‘management’ tasks (including 
attending trust meetings). On the 
other hand, many also felt excluded 
from local management decision¬ 
making, service planning and policy 
development. One-third or more 
respondents would have liked to 
spend more time supervising others, 
teaching and training, doing liaison 
work and participating in research, 
audit and continuing professional 
development. Consultants reported 
spending on average just 2 hours per 
week engaged in research. 

Other important findings were 
that consultants perceived that they 
have different views from service 
commissioners in terms of which 
client groups should take priority and 
that nearly three-quarters of 
consultants felt under pressure to 
meet unrealistic performance 
standards and targets. 

Although nearly all respondents 
considered that addiction psychiatry is 
a rewarding field for trainees, the 
majority agreed that it is difficult to 
recruit to the specialty Finally, many 
consultants were troubled about the 
future of the specialty; with over half 
agreeing that addiction psychiatrists 
are an ‘endangered species’. 

Conclusions 

The study suggests that consultant 
addiction psychiatrists are a scarce, 
valuable and possibly endangered 
resource. The number of consultant 
addiction psychiatrists working in 
England is less than one-quarter of 
that recommended by the Royal 
College of Psychiatrists (2002). The 
findings underline the pivotal role that 
SCAN might play in promoting the 
speciality of addiction psychiatry and 
in better characterising the roles of 
consultant addiction psychiatrists. 
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REVIEW 



The use of mindfulness 
meditation in the addictions 


Dr Paramabandhu Groves 

M indfulness meditation is one of 
the main transformation tools 
within the Buddhist tradition, 
and has been used as a core 
practice for about two and half thousand 
years. 

Mindfulness means giving attention in a 
particular way: on purpose, in the present 
moment, and non-judgementally 
Mindfulness meditation contrasts with 
concentrative forms of meditation, such as 
Transcendental Meditation, where the 
primary emphasis is developing a one- 
pointed focus. With mindfulness, emphasis 
is on a receptive awareness that allows in 
any experience in an accepting way. 

In the 1980s Kabat-Zinn in 
Massachusetts started using mindfulness 
meditation especially for people with 
chronic pain, but also for people with 
anxiety and stress. He developed an eight 
week programme, with one full day using 
mindfulness meditation and simple yoga. 
His work showed that about two-thirds of 
people with chronic pain benefited, and 
benefits were maintained at four year 
follow-up. In particular, people benefited if 
they continued to practise mindfulness, 
even if only informally (as opposed to 
formal sitting meditation). 

Mindfulness-based cognitive therapy 
(MBCT) for depression was based on Kabat- 
Zinn's work, incorporating some ideas from 
cognitive therapy. The aim had been to 
develop a maintenance form of cognitive 
therapy for depression, as had been done 
for interpersonal therapy. Since there is a 
shortage of trained cognitive therapists the 
intention was that it could be delivered in a 
group format and would help to prevent 


relapse into depression, whether someone 
had been treated with antidepressants or a 
psychological treatment. Although initially 
work began as cognitive therapy with some 
ideas about mindfulness added in, it ended 
up as primarily a mindfulness meditation 
course. A three centre trial showed that it 
reduced the risk of relapse in those with 
three or more episodes of depression, and 
it has subsequently been accepted into the 
NICE guidelines for preventing recurrent 
depression. 

The key components of MBCT are threefold 
(in a handy ABC). The first part is 
developing Awareness. This is done 
through sitting meditation, a body scan, 
mindfulness of everyday activities such as 
walking or eating, and a 'breathing space' - 
a mini-meditation that can be done any 
time during the day. For example, in sitting 
meditation the breath may be used as a 
focus. Inevitably the mind frequently 
wanders off from the breath, and in 
acknowledging where the mind has gone 
an individual develops awareness of 
habitual thoughts and emotions. 

By clocking what is going on, there is a 
move out of being on ‘automatic pilot’, 
with its danger of running off down 
relapse-predisposing mental habits. The 
second stage is learning to Be with 
experience. The emphasis is to not push 
away unwanted experiences, but instead 
find a way of letting them be. This helps to 
avoid suppression or unhelpful habitual 
reaction. It can also lead to a change in 
perspective so that thoughts and emotions 
are not over-identified with: thoughts are 
just thoughts, not (necessarily) facts. 


Generally when cognitive therapy is 
successful, the explicit challenging of the 
content of thoughts is believed to lead to 
an implicit change in how thoughts are 
related to - not taking them so seriously. 
What is implicit in cognitive therapy 
becomes explicit in MBCT. The third stage 
is making skilful Choices. On the basis of 
greater awareness and when not acting out 
of habitual reactions, it is possible to make 
wiser decisions about how best to act. 

In developing dialectical behaviour 
therapy (DBT) for borderline personality 
disorder, Linehan included mindfulness as 
part of the package. Mindfulness is used to 
encourage acceptance and to extinguish 
automatic avoidance of emotions. 
Subsequently DBT has been adapted for 
substance misuse treatment. 

How then, might mindfulness help 
prevent relapse in addiction? Negative effect 
is a major trigger for relapse. Substance use 
can be a means to temporarily escape 
negative effect. This leads to a conditioned 
association between negative effect and 
substance-related cognitions. Attempts to 
suppress substance-related thoughts leads 
to rebound activation from memory. In 
addition, in people who misuse substances, 
attention is more easily recruited to 
transient dysphoric states. Mindfulness may 
help first of all by bringing more awareness 
to these processes. Learning to be with 
difficult emotions may help to interrupt the 
automaticity of substance use in response 
to triggers. It may also mean that unhelpful 
attention is less easily drawn to unpleasant 
emotions. 

Changing the relationship to substance- 
related cognitions may help to de-couple 
the association between thoughts and 
emotions that can lead to substance use. 
This may also reduce the memory response 
to triggers. 

Preliminary work suggests mindfulness 
meditation may be helpful in preventing 
relapse into substance use - using 
mindfulness-based relapse prevention 
(MBRP). One study failed to find any 
additional benefit of mindfulness training, 
although this was a small trial in a 
residential setting using mindfulness 
meditation as an adjunct to already 
intensive treatment. The work done in 
developing MBCT for depression offers a 
potentially useful model that can be 
adapted for delivering MBRP as an 
outpatient treatment. Initial courses that we 
have run appear promising and we are 
researching the feasibility and effectiveness 
in an NHS outpatient setting. 



Paramabandhu 
Groves is Consultant 
Psychiatrist in 
Addiction, Camden 
& Islington Mental 
Health and Social 
Care NHS Trust. 
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SOFTWARE REVIEW 


Dr Jan K. Melichar shares his experience of 
the journey towards a workable prescribing 
software solution. 


T hese are my own musings and thoughts, 
so should be taken with a pinch of salt. I 
am an IT enthusiast - good IT should 
make things easier for all of us. I am also 
part of the local SHAs Clinical Advisory Group on 
the mammoth NHS IT project that is NPflT, so I 
can also see how bad IT could be! 

I am writing this to help explain how we, as 
a multi-site service, have now started using 
Ascribe as our print prescribing software. This is, 
by a large margin, the most expensive option we 
could take but was the only option. Hopefully, by 
the end of this article, you’ll see why Scriptbase 
is the best cheap’n’cheerful option with 
limitations but the other options, apart from 
Ascribe, just don’t stack up in the NHS of today 
We started from having several sites - some 
had no software, some Metabase, some 
Scriptbase, some Advantage. Our Trust was 
migrating to a Windows XP/Citrix set-up and our 
systems were either "out of the ark" (Metabase - 
runs in DOS) or would not function in this new, 
shiny world (Advantage). We looked, in detail, at 
Poppie, Scriptbase and Ascribe: these were the 
main commercially available packages we could 
find - apologies if we missed anything. We had 
hoped to also look at MaraCIS’s solution as this 
is our Patient Administration System (PAS) but 
they have been promising it for years... 

Anyway, we first looked at our budget and 
immediately decided to concentrate on installing 
Scriptbase. It was all we could afford and it ‘does 
what it says on the tin’. It was not designed as a 
bolt-on to a database or designed to have fancy 
reporting abilities but was made from scratch to 
work in an addiction service to print 
prescriptions. Sadly, though very cheap, it 
proved too scary for our IT department as there 
was no large corporate Scriptbase helpdesk - it 
was, and still is, a one-man operation (though 
our queries have always been quite promptly 
responded to). This proved to be something that 
we could not budge our IT department on. 
However, if you want a simple-to-use, simple-to- 
install system that just prints prescriptions, you 
can download a trial version for free for three 
months off the web and be up and running in an 
afternoon. 

We then looked further afield - we could 
not use the Advantage system we had in-house, 
as it would not work with the Windows XP/Citrix 
environment and was quite cumbersome. 
However, the company was keen to show us 
Poppie, its Advantage upgrade. A huge 
disappointment as it appeared, on paper, to ‘tick 
all the boxes’ but the initial release (seen May 
2005) was even more cumbersome and counter¬ 
intuitive than Advantage, with little evidence of 
any meaningful end-user input in the design. It 
was, essentially, a beta version, with some fairly 
major flaws, for example not printing ‘supervised 
consumption’ on the prescriptions when 



Prescribing software: benefits, pitfalls, and 


specified, and not being able to batch run 
prescriptions by date. 

We finally looked at Ascribe - again, this 
seemed to tick all the boxes but was an 
expensive product way out of our price range. 
Fortunately, by this time, the Trust had migrated 
everyone else over to XP and we were the last to 


have the beige NT boxes on our desks. This 
meant that Ascribe could be bought with the 
remainder of our Trust’s migration budget, as 
they couldn’t stand the thought of supporting 
Scriptbase or Metabase or Advantage any longer. 
We were, therefore, very lucky 

In essence, what we have is an all-singing. 


A brief subjective summary of each system we came across. 

V Ascribe Substance Misuse Prescriptions Manager tinyurl.com/dlcm3 - Expensive but 
with a very flexible front-end i.e. the screen you see and the things that can be done 
are very malleable. Has huge potential for reporting. 

¥ V Scriptbase tinyurl.com/cybon-Simple, straightforward, "does what it says on the tin", 
easy to use. Can be installed and run by virtually anyone with a bit of IT knowledge. 
Slight reporting potential. 

¥¥¥¥¥ Advantage tinyurl.com/8edt7- a bolt-on to a PAS database. Is cumbersome to use and 
needs lots of initial training. Moderately expensive, as the company wants you to buy 
their PAS database even if you just use the bolt-on and has issues with future NHS IT 
compliance. Cumbersome reporting. 

¥¥¥¥¥ Poppietinyurl.com/8edt7-ThesuccessortoAdvantage. Unsure where this is heading 
as website last updated in 2004. Unusable when seen in May 2005. 

¥¥¥¥¥ MaraCIS tinyurl.com/a7x5h-this PAS, which we use, has had a mythical bolt-on for 

printing prescriptions promised for many years. It is still at the brochureware stage, as 
far as I am aware. 

¥¥¥¥¥ Metabase - Old and dinky DOS based system, now virtually extinct. Quick once trained 
on it, but very opaque. No significant reporting possibility. 

¥¥¥¥¥ Methasoft - An offering originally from the USA that includes mechanical dispensing of 
methadone - this was not what we wanted so I cannot comment on it. Expensive, but 
you do not need to employ a pharmacist. 

A listing of who else might have software in this area that NTA is aware of can be 
found at tinyurl.com/8kqhx 

¥¥¥¥¥ worm.. ¥¥¥¥ m'mm... ¥¥¥ errr... ¥¥ ooops! ¥ aghh! 
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BOOK REVIEW 



some lessons learned 


all-dancing bespoke system. It is expensive 
because each version is customised to what your 
service needs and has very robust, rapid support. 
It has a very flexible browser-based front-end 
with a powerful database behind it i.e. the screen 
you see and the things that can be done are very 
malleable. Technically this is SQL server-based 
with a browser front end so ticks all the NHS IT 
boxes now and in the near future. The database 
can import from our PAS (MaraCIS). The print¬ 
prescribing part of it is reasonably easy to use 
and it has huge potential for reporting. Any data 
input to it can be reported using a variety of 
tools i.e. whatever your IT department uses, 
down to manipulation of Excel spreadsheets. 

Our aim is to ensure that each time someone 
gets put on the system for the first time, the 
keyworker inputs as much of the data necessary 
for generating reports to our various 
commissioners (this data never seems to be just 
what is on the PAS and seems to change month 
by month). Then we can generate the reports 
more easily We haven’t, of course, done this yet 
so I hope it does work, as this was the key part 
of the software that let me justify the amount the 
Trust spent! 

What have I learnt from this? Well, it takes a 
long time to get a print prescribing system up 
and running - we are just getting going after 
over a year’s worth of emails, meetings and 
software testing. Key people to involve, if you 
want to do it, are your Trust’s IT staff, your own 
admin staff (who would use it) and at least one 
clinician to ‘champion’ the cause and see that 
what is being offered is actually of any use. 


Dr Jan K. Melichar is 
Consultant 
Psychiatrist in 
Substance Misuse, 
Avon and Wiltshire 
Mental Health 
Partnership NHS 
Trust, and Honorary 
Senior Clinical 
Lecturer, University 
of Bristol 
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Theory of Addiction, by Robert West 

A review by Dr Sue Ruben, Consultant Psychiatrist, Flintshire County 
Council Adult Social Care and Health Trust 


THIS is an ambitious book, which 
aims to develop a new synthetic 
theory of addiction, building on 
the numerous theories of 
addiction. The goal is to end up 
with a theory that is 
parsimonious, coherent, original, 
stimulating, and useful. 

The author describes all the 
major existing theories of 
addiction, and is skilled at 
explaining the heterogeneity of 
addiction. He suggests that while 
for some people addiction may 
be a life choice, for others it has 
more to do with susceptibility to 
a range of effects within the 
motivational system. He sees 
addiction as a symptom rather 
than a unitary disorder. I 
particularly enjoyed his 
discussion of the notion of the 
unstable mind and chaos theory - 
which may, for those of us who 
work in the field, help keep us 
sane. 

This brings me on to my 
suggestion, which is that this 
book should be read in 
conjunction with another book, 
which I consider essential 
reading for anyone with an 
interest in understanding 
addiction. Stuart: A Life 
Backwards by Alexander Masters 
is an account of the friendship 
between a serious writer and 
Stuart, a violent, polydrug- 
addicted homeless chap with no 
concept of impulse control and a 
real fondness for knives. Stuart 
has the wonderful ability to 
puncture any form of pomposity 
and cut to his assessment of the 
many and various situations he 
finds himself in without a trace of 
self-pity and with a fine turn of 
phrase. 

Robert West, like Stuart, 
recognises the confusion and 
complexity of the topic, and 


attempts to put it within a 
framework that makes sense to 
someone like me, who having 
chosen addiction as a career, 
often struggles to explain the 
behaviours of my patients in any 
coherent way. 

I was particularly taken with 
his suggestion that motivation to 
change is unstable - hence no 
need to tailor interventions to 
the stage - just put tolerable 
pressure into the system without 
harming the therapeutic 
relationship, while considering 
the whole system when planning 
treatment. He makes a reasoned 
argument for individualised 
treatment plans - something that 
often seems to get lost in the 
current ‘carrot and stick’ 
approach. 

I recommend this book as 
essential reading for a wide range 
of professionals in the addiction 
field. I was stimulated by a 
theory, which is diverse, yet 
understandable. He makes some 
recommendations for 
interventions both at individual 
and population levels, thus 
allowing for the possibility of 
testing some of his hypotheses. 

I want to encourage others 
to have an interest in addiction 
theory, and hence addiction 
practice, because of the 
fascination that a career in 
addiction has given me in the 
lives and stories of my patients. 
This is my rationale for 
suggesting a combined reading 
approach and I want to give the 
last few words to Stuart, as a 
slight juxtaposition, and because 
it makes me laugh. 

"To be honest I thought 
middle-class people had 
something wrong with them. But 
they’re just ordinary. I was a bit 
shocked, to tell the truth." 
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ST HI LD A'S 


St Hilda’s 

Substance Misuse Service 



“Putting St Hilda’s Integrated Trust at the heart of the NHS” 


Episode 7. ThE PATIENT JOURNEY: QUICKER BY BUS 


by Reg and Ron Measley, staff writers 


Since the last episode, Hackworth DAT has re¬ 
tendered its substance misuse services to a 
new provider. As the dust settles, staff at St 
Hilda’s are trying to work out what it will 
mean for them. The outcome of the 
tendering process remains baffling with a 
new Dutch private healthcare company 
coming into the area to provide accessible, 
low-threshold services. The new service 
provider has promised a highly effective 
treatment package. The promise of a new 
innovative approach to treatment, as well as 
taking a few short cuts on the patient journey 
has fed the local commissioners’ insatiable 
appetite for radical change for its own sake. 



"Well at least Rick didn’t benefit; 
rumour has it that they had the 
sense to get rid of him 
following the tendering 
debacle," Lucy tried to reassure 
Meek who was feeling a bit 
tender following the 
tenderisation process. 

"At least we are still seeing 
the complex cases. You know, 
Lucy, I’m unclear about what’s 
required in relation to me 
providing supervision for this 
new community service. Have 
you heard anything?" asked 
Meek. 

"It’s still unclear, but I think 
the medical lead for the new 
service is hoping to see you 
soon. I’ll chase up a meeting 
with them." 

Meek was confused as to 
how he was expected to 
provide supervision to a 
medical practitioner in a private 
service which was not part of 
the St Hilda’s Integrated Trust. 



"Dr Meek,” announced 
the receptionsist, “I’ve got 
Dr de Op-zoom in reception for 
your 10 o’clock appointment..." 

Meek stood as his guest 
entered the room, "Dr Drop- 
Zone, good to meet you at last. 
This is Lucy Makepeace - she’s 
our business manager." 

"Dirk will shuffice. This is 
my firsht time in Hackworth. 
Not quite what I exshpected, 
but I’m sure we can introdush 
shome effective treatment 
around here." 


Dirk was a tall imposing 
figure in slacks and open 
sandals, with a year round tan, 
and sporting a lilting Dutch way 
of speaking English. 

"Er, steady on Dirt! We have 
been providing evidence-based 
treatment for some time..." 
interjected Meek. 

"Sho why do you think you 
losht the contract, matey? Get 
with the programme. It’sh Dirk 
anyway," replied Dirk with more 
than a hint of relish. 

"Look Dork, I have been 
asked to provide supervision 
for you and your new service, 
so we need to figure out how 
that is going to work," replied 
Meek regaining his composure. 

"I don’t think you are going 
to be able to tell me much I 
don’t know already, shonny. Tell 
you what. I’ll come to 
shupervision, tell you what I’m 
doing and you jusht shay: ‘Yesh, 
Dirk. OK, Dirk.’ How about 
that?" 

"Er, I don’t think that’s 
quite... what is it you are doing 
anyway, Dick?" 



A phone call came as a 
welcome interruption to the 
electric atmosphere that had 
enveloped the room. 

"Sorry Dr Zoom-Lens, I 
need to answer that," Lucy took 
the call. 

"Lucy! Matron here. I’m 
trying to get into the 
car park! There is a 
double decker bus blocking the 


entrance, and the 
driver says he’s waiting for a Dr 
Doom. What’s going on?" 
Eelicity Wrench-Cutter was not 
known for her patience or 
charitable instinct. 

The three of them turned 
to look out of the window 
towards the car park where 
there was indeed a Routemaster 
in pink livery with a large and 
rather heavily tattooed driver 
exchanging hand signals and a 
few expletives with Eelicity, 
whose complexion now 
matched the colour of the bus. 
Along the side of the bus was 
emblazoned DAUB Outreach 
Programme and the tag line: 

‘No pain - NogaineTM. 

Complete cure for addiction 
while you wait! Med. Dir. 

Dr D de Op-zoom, MD, 
D.Herb.Rem.’ 

As they watched, four hairy 
and rather eastern European- 
looking men in white coats 
piled out of the back of the bus, 
picked up Eelicity’s Mini, and 
deposited it in the ornamental 
fountain. By now incandescent 
and becoming more than a littie 
psychotic, Eelicity managed to 
open the car door, step out, fall 
head first into the pond, and 
come up garnished with 
Canadian pond weed. A startled 
goldfish had lodged itself in her 
lace hat and was trying to 
escape with much wriggling. 

'You wouldn’t like to tell 
me what is going on, Dutch?" 
asked Meek, now incredulous. 

"Looksh like your Matron 
decided to go for a schwim. 
Back in Holland we usually take 
our clothes off firsht." 


'Yes, I expect you do. No, 
what I meant was what’s with 
the pink bus? And what is 
DAUB?" asked Meek. 

"Ah yesh. It shtands for 
Drug/Alcohol United Buses. 

It’sh our parent company. Eor 
the UK launch we have changed 
the corporate mission to 
Shortening the Patient Journey - 
don’t come to us, we come to 
you! It has shertainly lit the 
NTA’s fire. They loved our 
preshentation." 

"Very clever. I’m sure. But 
what is with the Nogaine™? i 
don’t think I have come across 
that one in the BNE," said Meek 
with more than a hint of irony. 

"Ah yesh. Thish ish DAUB’s 
patented cure for addiction. It 
comesh from an ancient 
Eshkimo cure for 
haemorrhoids. Well, you know 
what it’sh like up near the 
Arctic shircle. Anyway, we 
dishcovered it also curesh all 
formsh of addiction in under an 
hour, completely. Ash you shay 
in England, itsh a lishenshe to 
print ze money. Sho, we plan a 
shircular route around 
Hackworsh, pick up zhe 
addictsh at speshial bush 
shtopsh. Eill ‘em up with 
Nogaine™^ and by the time 
they regain conshioushnesh, we 
complete ze round trip and 
drop zem off at home, cured, 
with a shertificate to prove it. A 
duplicate shertificate goes to 
Hackworsh DAT for ze payment 
by reshultsh. Job done! We did 
a deal with Ken Livingshtone 
and bought five busshes off 
London Transport as they 
didn’t need them any more. 
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NHS NEWSPEAK 


Shoon we will be nashion- 
wide.” As Dirk completed his 
explanation of the treatment 
protocol, his chest visibly 
puffed with pride. Recycling 
Routemasters was a brilliant 
plan and the clincher for 
government endorsement. 



Felicity never was quite the 
same after she had been 
rescued by the burly Latvian 
and taken onto the bus for 
some ‘intensive care’. But Dirk 
was pleased to have found yet 
another indication for 
NogaineTM^ to add to 
haemorrhoids, drug addiction, 
and now... road rage and 
partial drowning. He was 
already thinking how many 
other government agencies 
would be clamouring to 
endorse his services. 

The pink buses were now a 
regular feature of the 
Hackworth landscape, with 
queues of prospective patients 
awaiting the arrival of the 
Nogaine™ bus. Tales of 
complete cures abounded, as 
well as a remarkable 
improvement in the 
population’s haemorrhoids: a 
win-win scenario for improving 
public health, as Dirk was keen 
to point out to anyone 
prepared to listen. The 
occasional do 2 y commuter 
standing at the wrong bus stop 
was picked up and bundled 
onto the bus in error. But no 
matter, as Dr de Op-zoom’s 
patented cure seemed to 
induced total amnesia, so no 
harm was done: at least not that 
the accidental patients could 
remember. And payment by 
results still paid up. 

Meek, for his part, wondered 
how and when all this was 
going to end. 


Survival Guide 

tofsjprQ 

Newspeak 

6. Health trainers 


AH-HA, I know about these - my son has a pair! There's an in-built pedometer and speedometer in the 
shoe which brings endless enjoyment when running downhill. They're not that healthy though - he's 
bashed his head on the odd tree from checking the dials, rather than watching where he's going! 

I can't bear all these newfangled gizmos... hey, wait a minute! That's not what is meant by 
Health Trainers - this comes from the Tackling Health Inequalities: Programme for Action - a 
flagship DH initiative. 

What another one? The sheer number of initiatives being produced suggests banning steroids and anti- 
doping as the solution, not more muscle-bound personal trainers are required. 

Look, there are particular parts of the country (Ed: 12 in fact), which require £200,000 each... to 
provide personalised plans for individuals to improve their health and prevent disease such as 
cancer and heart disease and sexually transmitted infections. Obviously, employing experts in 
health training to identify obese individuals and tell them how to join their local tennis club is 
bound to work! The plan is to increase life expectancy and reduce infant mortality by 2010. 

What, are they planning to send infants to the gym as well? This all sounds a bit reminiscent of the 5-a- 
day strategy that included fresh fruit co-ordinators - whatever happened to... 

I've told you before about your cynical side - changing unhealthy behaviour is always more 
difficult than perceived. But it shouldn't stop governments from throwing money at problems - 
after all, throwing large amounts of money has great cardio-vascular potential and could 
become a new Olympic event. 

I see! The 5-a-day campaigns were such a resounding success they obviously needed a strategy to avoid 
redundancies - health trainers! As they'll be assigned to the most disadvantaged areas they'll also have to 
be experts in employment, regeneration, social housing, education and social work if they're to have an 
impact - sounds a bit like a member of parliament? 



For £200k a-year I'll slip on my Dunlop Green Flashes and rush about like a crazed outreach 
worker ushering asthmatic, 20-a-day pregnant women down the local smoking cessation clinic. 
In fact once she's given birth, for that money. I'll be on her case: aqua-aerobics, sprinting with a 
baby-jogger pram and ensuring little Joey is carried everywhere in a backpack. In fact, for 
Choosing Health read NO Choice! 

All a bit extreme isn't it? . , 

Well, what would you do then? 

Simple - We should learn from our colleagi 
in the Criminal Justice System... buy all 
those who meet the target group gizmo 
shoes! Apply ASBOs, banning them from 
being at home during the day and 
breach them if they don't meet their 
daily quota on the pedometer! 

Advisory Council for you, my friend! 


Not to be confused with: 

Evidence based practice: interventions supported by research evidence of effectiveness 
No brainer: effective vote winning policy introduced at no, or minimal, cost. 

Celebrity fit club for the not so famous 


SCAN CONSENSUS PROJECT I - INPATIENT 
TREATMENT FOR DRUG AND ALCOHOL 
MISUSERS 

The SCAN Consensus Project initiative, funded by the 
Department of Health, has been established to produce a 
series of reports on pertinent clinical issues where there is 
currentiy a lack of consensus on best practice. A draft 
document has been written by a project working group of 
addiction specialists for the first SCAN consensus project. 
Inpatient treatment for drug and alcohol misusers, and this 
has been sent to SCAN members for consultation. The final 
report will be available in Spring 2006. The project is 
intended to inform the roll out of the NTA Tier 4 programme 
of improvement. 


SCAN CONSENSUS PROJECT 2 - PROMOTING LINKAGES 
BETWEEN CRIMINAL JUSTICE INTEGRATED TEAMS AND 
MENTAL HEALTH SERVICES 

The purpose of this SCAN consensus project, funded by the Home 
Office, is to produce a guidance document for CJIT staff and 
commissioners. The aim of the project is to promote improved 
understanding of comorbid substance misuse and mental illness in 
CJITs, including the identification, assessment, management, and 
appropriate referral to mental health services of this client group. The 
document also aims to assist in the commissioning of services that will 
promote linkages between CJITs and mental health services. A multi¬ 
disciplinary project working group is responsible for writing the 
document and is supported by a steering group of stakeholders. The 
final report will be available at the end of Spring 2006. 
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EVENTS 


THE HEALTH FOUNDATION BACKS 
PSYCHIATRIST AS FUTURE NHS LEADER 

DR Owen Bowden-Jones, Consultant 
Psychiatrist in Addictions at Central North 
West London Mental Health Trust, has been 
identified as a rising star in the NHS by The 
Health Foundation and selected to join its 
Leadership Fellows awards scheme. Owen is 
one of 16 award holders viewed by The 
Health Foundation as having the potential to 
become a leader of tomorrow and to make 
significant improvements to the quality of 
healthcare in the UK. 

Owen and his fellow award holders will 
receive two years of personalised and 
professional development including one-to- 
one coaching, learning sets, seminars and 
workshops. Owen said, "I am sure that the 
award will help to develop my leadership and 
managerial skills for the benefit of my 
patients, local services and the wider 
organisation." 

Stephen Thornton, Chief Executive of 
The Health Foundation commented, "Our 
first Leadership Fellows award scheme was a 
resounding success and we are thrilled that 
we are able to support another 16 promising 
individuals. Owen and the 15 other award 
winners all demonstrated excellent leadership 
potential combined with creative, innovative 
thinking and the ability to inspire and 
motivate others. I am confident that we have 
found the future stars of the NHS who will 
greatly benefit from this unique leadership 
programme." 

For more information about The Health 
Foundation Leadership Fellows award scheme 
and award winners visit www.health.org.uk 

SCAN REPRESENTATION ON NICE 
GUIDELINES 

SCAN has been invited to provide a specialist 
representative to serve on a panel of experts 
and stakeholders to develop NICE guidelines 
on psychosocial interventions. Dr Christos 
Kouimtsidis is representing SCAN on the 
development of the guidelines. Drug misuse: 
psychosocial management of drug misusers in 
the community and in prison. 

The consultation began with a request for 
the submission of evidence that had not been 
published in mainstream journals. The 
deadline for this was 26th January 2006. The 
next steps in the process are to be advised. 
Christos is a consultant psychiatrist in 
addiction in Hertfordshire and an honorary 
senior lecturer at St George’s University of 
London. He has expertise in the theory and 
practice of psychosocial interventions in the 
treatment of drug and alcohol addiction. 

He has been involved with the UK CBT 
Methadone Maintenance Trial from the initial 
application to the submission of the final 
report. He is undertaking a PhD on 
psychosocial interventions in substance 
misuse. SCAN is expecting other 
opportunities to become available for 
representation in the future. 


TRAVELLING FELLOWSHIPS AWARDED 

CONGRATULATIONS to the successful 
applicants for the second round of the SCAN 
Travelling Fellowships in Service Innovation. 
The awardees are: 

Dr Tom Carnwath, Durham 
Dr Soraya Mayet, London 
Dr Rajeev Nath, Norwich 

Each fellowship recipient will prepare a 
report on their experiences from 
placements, which will be undertaken over 
the next six months. 

These will be made available to the SCAN 
membership. The closing date for the next 
round of travelling fellowships is 1st 
September 2006. We look forward to 
receiving applications. 

Forms are available on the SCAN 
website, or by contacting the SCAN team on 
020 7261 8728 or scan@nta-nhs.org.uk. 
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SPECIUHT CLIN I till HiDICTIH HETWDIIK 


Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore no 
liability is accepted for any loss or damage caused due to any 
action/inaction taken as a result of its contents (except for 
personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 


Editorial Team 

Editor-in-Chief Colin Drummond 
Production Editor Jom Phillips 
Features Editor Meredith T. Mora 
Administration and Distribution 
Amy Wolstenholme 
SpR Editors Sally Braithwaite and 
Clementine Maddock 

Contact: SCAN, 8th Floor, Hercules 
House, Hercules Road, London 
SE1 7DU I scan@nta-nhs.org.uk 
Tel 020 7261 8728 Fax 020 7261 8883 
www.scan.uk.net 


NATIONAL 

Faculty of Addictions Annual Meeting 

4-5 May 2006, Andels Hotel, Prague 
Contact: Sally Fricker, College Conference Office 
020 7235 2351 x145/sfricker@rcpsych.ac.uk 

Fifth Annual Addiction Psychiatry Meeting for 
Specialist Registrars & Newly Appointed Consultants 

8-9 June 2006, Novotel, Manchester 
Contact: amy.wolstenholme@nta-nhs.org.uk 

Royal College of Psychiatrists’ Annual Meeting 

10-13 July 2006, Scottish Exhibition and Conference 
Centre (SECC), Glasgow 

Contact: Michelle Braithwaite, College Conference Office 
020 7235 2351 x145/ mbraithwaite@rcpsych.ac.uk 

SCAN National Conference 2006 

28-29 September 2006, Radisson SAS Hotel, 
Manchester Airport 

Contact: Amy Wolstenholme, SCAN Administrator 
020 7261 8728 / scan@nta-nhs.org.uk 


REGIONAL 

South West Substance Misuse Specialists’ Group 

19 May 2006 The group meets quarterly, usually at a 
venue central to the region. A lunch is followed by a 
formal business meeting and an opportunity for 
education and informal networking. Contact: Dr Alison 
Battersby alison.battersby@pcs-tr.swest.nhs.uk 

London Drug Dependence Consultants’ Group 

21 June 2006 The LDDCG meets quarterly and its 
constituency is London addiction consultants. It is 
chaired on a rotational basis and is convened by Prof 
Hamid Ghodse. Contact: hghodse@sgul.ac.uk 


QUARTER'S TOP DISCUSSION THREADS: 

■ Dual diagnosis lead 

■ Practice based commissioning 

■ Young people - basic substance misuse 
training 

Log in to the SCAN website to read and 
contribute to these and other discussions. 
NB the discussion forum is open to SCAN 
members only 



Royal Collie 
of Psychiatrists 


EZZZS 

National Treatment Agency 
for Substance Misuse 

SCAN is kinded by the Department of Health and 
jointly supported by the Department of Health, the 
Royal College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 
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